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L ast November the results of ischemia trial were presented in the American Heart Association scientific meeting in Philadelphia. The study randomized more than 5000 patients with moderate or severe ischemia to optimal medical therapy (OMT) alone versus OMT plus optimal revascularization. After an average of 4 years of follow-up, there was no significant difference in primary outcomes (cardiovascular death, myocardial infarction, hospitalization for unstable angina, heart failure, or cardiac arrest). The study concluded that OMT alone is a safe initial treatment strategy in patients with symptomatic stable ischemic heart disease (SIHD) even in the presence of moderate to severe ischemia.
The results raise the question: What is the rule of noninvasive risk stratification in patients with SIHD if they all do well with medical therapy even in the presence of severe ischemia? Should we place all patients with typical angina on OMT (without risk stratification) and go straight to invasive assessment and revascularization when medical therapy alone fails? We cannot draw this conclusion from the ischemia trial for the following reasons:
• There is always the possibility of selection bias: Patients with very severe ischemia on stress test are less likely to be considered for the study participation by their treating physicians and this study may not be applicable to them • Coronary computed tomography angiogram was performed in 73% of the study participants which further excluded a subgroup of very high-risk patients (434 patients were excluded because of significant left main disease) • The invasive group had higher events rate during the first 2 years of follow-up (1.9% absolute difference is mainly driven by periprocedural myocardial infarction), while in the past 2 years, the conservative group had a higher events rate (2.2% absolute difference, mainly driven by spontaneous myocardial infarction). It will be interesting to see if the curve will diverge more on longer follow-up • The study is not applicable to patients with acute coronary syndrome who represent almost 90% of 4500 patients who undergo coronary angiogram in our catheterization laboratory annually. The results of ischemia should be interpreted with caution and it may not be applicable to patients with very high-risk findings on noninvasive functional or anatomical tests.
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